
Step 1:  Fill out the form
  Please type or print in capital letters, with your letters centered in the boxes provided, and  

fill in all ovals as shown:

  For Section 1:  Complete all areas of “Employee Information.”  You may use your User ID instead of your SSN 
in Part 1 of the claim form. You will receive an email confirming receipt of your claim.

  For Sections 2 & 5: Complete a separate line for each individual expense. Do not lump expenses 
together.

	 •	Complete	all	sections	of	the	form.	Sign	and	date	the	form	where	indicated.
	 •	Please	use	page	3	for	additional	expenses	if	you	exceed	the	number	of	lines	provided	on	page	2.

Step 2:  Attach supporting documentation 
  In addition to completing the form, you must submit the documentation described under  

A and B below:

 A.  For allowable Dependent Care expenses, attach a copy of the bill or signed receipt. If  
the receipt is not available, the provider must sign the affidavit for each expense.

 B.  Requests will not be processed without the Tax ID Number or Social Security Number for all  
providers.

Step 3:  Read the Certification and then sign and date the form where indicated

Step 4:  Submit your form
	 •			By Fax:		Fax	the	form	and	supporting	documentation	to	1-866-643-2245	(toll-free).		If	you	are	sending	 

from	outside	the	United	States,	please	fax	to	1-470-865-6717.	

	 	•		By Mail:  Place the form and the supporting documentation into an envelope, apply the correct postage, 
and	mail	to	FSAFEDS	Program,	PO	Box	36880,	Louisville,	KY	40233.		

	 •		Keep	a	copy	of	your	completed	form	and	receipts	for	your	records.

	 	Please	remember	that	FSAFEDS	has	a	minimum	reimbursement	threshold	of	$25.00.	If	your	claim	does	not	
total	$25.00,	it	will	be	processed	and	you	will	receive	a	reimbursement	statement,	but	your	payment	will	be	
pended	until	you	submit	another	claim	and	reach	the	$25.00	aggregate	amount,	or	until	the	end	of	the	 
quarter, whichever comes first.

NOYES

Type of Supporting Documentation:
You must include supporting documentation for 
your dependent care expenses with your claim. 
Attach a copy of the bill or signed receipt, or 
have the provider sign the Affidavit on Section 
2	or	5	of	the	claim	form.	Claims	without	the	
Tax ID number or SSN for all providers will be 
denied. If your provider is tax exempt, enter all 
9s for the Provider’s Tax ID.

Please Do NOT :
•	Email	your	claim	form
•	Use	red	ink
•	Use	a	photocopy	of	this	form
•	Highlight	receipts	or	any	part	of	the	form
•	Staple	your	copied	receipts	to	the	form
•	Write	outside	the	boxes	provided
•	Fax	the	same	form	more	than	once
•	Mail	the	same	form	that	you	have	faxed
•	Include	this	instruction	sheet	with	your	fax	
•	Submit	claims	before services are rendered

A	 B	 C	 D						 1	 2	 3	 4

Use this form to request reimbursement for your dependent care expenses only.  To view a detailed list of eligible dependent care expenses, visit  
FSAFEDS Eligible Expenses Viewer at www.FSAFEDS.com.  In general, the following rules apply to dependent care expenses:

Dependent	care	expenses	qualify	if	they	are	for	the	care	of	children	under	age	13	or	other	dependents	that	are	physically	or	mentally	incapable	of	caring	for	himself	or	
herself.		These	expenses	must	be	incurred	so	that	you	and	your	spouse,	if	married,	can	work,	or	your	spouse	can	attend	school	full-time.	However,	if	either	you	or	your	 
spouse had no earned income for the year, you are not eligible for the Dependent Care FSA. For more information, refer to the dependent care section of the  
Frequently Asked Questions.

The annual amount of reimbursed dependent care claims cannot exceed: 
 •	Your	annual	deposit	amount	up	to	$5,000	($2,500	if	you	and	your	spouse	are	filing	separate	returns),	or 
 •	Your	annual	salary	or	your	spouse’s	annual	salary,	if	less	than	$5,000,	or 
 •  Your annual election plus any childcare subsidies cannot total more than $6,000, depending on your tax situation.

•	Children	must	be	under	age	13	or	physically	or	mentally	incapable	of	caring	for	themselves	if	over	age	13. 
•	Services	provided	by	a	childcare	or	elder	care	center	must	comply	with	all	state	and	local	laws	to	be	an	eligible	reimbursement	expense. 
•		FSAFEDS	cannot	pay	for	services	that	have	not	been	rendered.

HOW TO REQUEST REIMBURSEMENT FROM YOUR DEPENDENT CARE ACCOUNT

Questions?  Need a list of eligible expenses? Go to www.FSAFEDS.com or contact an FSAFEDS Benefits Counselor at 1-877-FSAFEDS.
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Helpful Hints:
•	Have	your	provider	sign	the	affidavit	section	

of the form each time you submit to avoid 
including receipts each time

•	Submit expenses for the full month after the 
month has ended, OR

•	Submit	previous	week	expenses
•	The Total Requested box will automatically 

calculate the sum of expenses you list on 
page	2,	or	pages	2	and	3.

http://dtg.adp.com/fsafedsExpenseViewer#/home
https://www.fsafeds.com
https://www.fsafeds.com/GEM/FAQ/FAQ
http://dtg.adp.com/fsafedsExpenseViewer#/home
https://www.fsafeds.com


I affirm that:
•  I have not already been paId for these expenses from my fsa and I have not requested and wIll  

not receIve reImbursement for these expenses from any other plan; and
•  I have submitted the above information in good faith and it is correct to the best of my knowledge.  
•   the total of any reimbursed dependent care expenses does not exceed my or my spouse’s earned income (w-2 pay) for the year, if either of our annual incomes are less than $5,000.
I understand that:
•  reimbursement is not a guarantee that this payment is tax-free.
•  the service(s) for which I am requesting reimbursement must be incurred during my period of coverage, which begins the next January 1 if I enrolled during the open season,  

or the day after my enrollment is accepted by fsafeds, whichever is later, and ends no later than march 15 of the following year, unless my coverage ends sooner due to a  
qualifying life event.  

•  I have until april 30 following the end of the benefit period or end of federal service to submit my claim for reimbursement of eligible expenses incurred during my period 
of coverage. If I do not submit claims for reimbursement by that date, I will forfeit any funds remaining in my account in accordance with Irs rules.

•   I cannot use dependent care expenses reimbursed through my dependent care flexible spending account (dcfsa) as a dependent care credit on my personal income tax return.  
therefore, reimbursement of dependent care expenses reduces, and may eliminate completely, my ability to claim a dependent care credit on my personal income tax return.

•  I am submitting dependent care claims for my dependent child(ren) under age 13 and/or for my age 13 or over dependents who are physically or mentally incapable of 
caring for themselves and includes anyone I claim on my federal Income tax return as a qualified Irs dependent.

•  dependent care expenses (including overnight day care expenses) must be incurred so that my spouse and I, if married, can work, look for work or my spouse can attend  
school full-time.

•  my household limit for dependent care reimbursement cannot exceed $5,000 per year, including my annual election, any child care subsidies that I receive, and/or amounts that my 
spouse has elected through another account. 

•  the balance in my dcfsa must be at least equal to the expenses submitted with this claim.  If the balance in my dcfsa is less, these expenses will be held until the balance in my 
account is sufficient to pay these expenses.

•  I can only be reimbursed for my dcfsa expenses after the date of service has passed. 
I authorize fsafeds, or its representatives, to obtain necessary information from dependent care providers, employers, and all other agencies or organizations to consider the claim for 
reimbursement under my flexible spending account; and to release payment through my flexible spending account.

  Employee Signature*                  Date (mmddyy)

DEPENDENT CARE CLAIM FORM
use only capItal letters

fax to:  1-866-643-2245 toll-free or 1-470-865-6717 
for additional expenses, please use next page.

ZBXDKPV

SECTION 3:  CERTIFICATION    Please read carefully before signing.

start date of servIce   (mmddyy)

end date of servIce   (mmddyy)

provIder tax Id or ssn (enter all 9’s If tax-exempt)

SECTION 2:  YOUR DEPENDENT CARE EXPENSES

SECTION 1:  EMPLOYEE INFORMATION

dependent name

.$

amount requested (dollars . cents)

dependent date of bIrth  (mmddyyyy)

   affIdavIt: 
your daycare provider only needs to sign this if you do not have supporting documentation, such as an itemized receipt. 
I hereby certify that I provided adult or child daycare services to the above individuals in accordance with the amounts and dates that  
are requested. 

  provIder’s sIGnature                  date 

EXPENSE 1

ZBXDKPV

Internal use only

employee last name employee fIrst name

daytIme phone # (area code fIrst, no dashes)employee emaIl

proGram name

fsafeds
fsafeds user Id (no dashes)
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use an orIGInal form (not a photocopy)

* your signature and date are required in order to process your claim for reimbursement.

expense 1 covers:

maIl:  fsafeds program 
po box 36880 
louisville, Ky 40233

phone:  1-877-fsafeds  
(1-877-372-3337) 
tty:1-800-952-0450 

.$

TOTAL REQUESTED (SUm Of EXPENSES fROm ALL PAgES SUbmiTTED)



USE THIS PAGE FOR ADDITIONAL DEPENDENT CARE EXPENSES.

USE	An	OrIGInAL	FOrM	(nOT	A	PHOTOCOPY)

MWXOZLV

STArT	DATE	OF	SErvICE			(MMDDYY)

EnD	DATE	OF	SErvICE			(MMDDYY)

PrOvIDEr	TAx	ID	Or	SSn	(EnTEr	ALL	9’S	IF	TAx-ExEMPT)

SECTION 5:  YOUR ADDITIONAL DEPENDENT CARE EXPENSES

FSAFEDS	USEr	ID	(nO	DASHES)

EMPLOYEE	LAST	nAME EMPLOYEE	FIrST	nAME

SECTION 4:  EMPLOYEE INFORMATION (ABBREVIATED)

DEPEnDEnT	nAME

.$

AMOUnT	rEqUESTED	(DOLLArS	.	CEnTS)

DEPEnDEnT	DATE	OF	BIrTH		(MMDDYYYY)

STArT	DATE	OF	SErvICE			(MMDDYY)

EnD	DATE	OF	SErvICE			(MMDDYY)

PrOvIDEr	TAx	ID	Or	SSn	(EnTEr	ALL	9’S	IF	TAx-ExEMPT)

DEPEnDEnT	nAME

.$

AMOUnT	rEqUESTED	(DOLLArS	.	CEnTS)

DEPEnDEnT	DATE	OF	BIrTH		(MMDDYYYY)

MWXOZLV

AFFIDAvIT: 
Your daycare provider only needs to sign this if you do not have supporting documentation, such as an itemized receipt. 
I hereby certify that I provided adult or child daycare services to the above individuals in accordance with the amounts and dates that  
are requested. 

PrOvIDEr’S	SIGnATUrE          DATE

EXPENSE 2

EXPENSE 3
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ExPEnSE	2	COvErS:

ExPEnSE	3	COvErS:
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